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This is the current release of the guideline.
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Recommendations

Major Recommendations
Note from the National Guideline Clearinghouse (NGC): This guideline was developed by the National Collaborating Centre for Cancer (NCC-C)
on behalf of the National Institute for Health and Care Excellence (NICE). See the "Availability of Companion Documents" field for the full version
of this guidance.

The wording used in the recommendations in this guideline (for example words such as 'offer' and 'consider') denotes the certainty with which the
recommendation is made (the strength of the recommendation) and is defined at the end of the "Major Recommendations" field.

Information and Support for People with Bladder Cancer

Follow the recommendations on communication and patient-centred care in NICE's guideline on Patient experience in adult NHS services 
 and the advice in NICE's guidelines on Improving outcomes in urological cancers  and

Improving supportive and palliative care for adults with cancer  throughout the person's care.

Offer clinical nurse specialist support to people with bladder cancer and give them the clinical nurse specialist's contact details.

Ensure that the clinical nurse specialist:

Acts as the key worker to address the person's information and care needs
Has experience and training in bladder cancer care

Use a holistic needs assessment to identify an individualised package of information and support for people with bladder cancer and, if they wish,
their partners, families or carers, at key points in their care such as:
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When they are first diagnosed
After they have had their first treatment
If their bladder cancer recurs or progresses
If their treatment is changed
If palliative or end of life care is being discussed

When carrying out a holistic needs assessment, recognise that many of the symptoms, investigations and treatments for bladder cancer affect the
urogenital organs and may be distressing and intrusive. Discuss with the person:

The type, stage and grade of their cancer and likely prognosis
Treatment and follow-up options
The potential complications of intrusive procedures, including urinary retention, urinary infection, pain, bleeding or need for a catheter
The impact of treatment on their sexual health and body image, including how to find support and information relevant to their gender
Diet and lifestyle, including physical activity
Smoking cessation for people who smoke
How to find information about bladder cancer, for example through information prescriptions, sources of written information, websites or
DVDs
How to find support groups and survivorship programmes
How to find information about returning to work after treatment for cancer
How to find information about financial support (such as free prescriptions and industrial compensation schemes)

Offer smoking cessation support to all people with bladder cancer who smoke, in line with NICE's guidelines on Smoking cessation services 
 and Brief interventions and referral for smoking cessation .

Offer people with bladder cancer and, if they wish, their partners, families or carers, opportunities to have discussions at any stage during their
treatment and care with:

A range of specialist healthcare professionals, including those who can provide psychological support
Other people with bladder cancer who have had similar treatments

Clinicians caring for people with bladder cancer should ensure that there is close liaison between secondary and primary care with respect to
ongoing and community-based support.

Trusts should consider conducting annual bladder cancer patient satisfaction surveys developed by their urology multidisciplinary team and people
with bladder cancer, and use the results to guide a programme of quality improvement.

Diagnosing and Staging Bladder Cancer

Diagnosis

Do not substitute urinary biomarkers for cystoscopy to investigate suspected bladder cancer or for follow-up after treatment for bladder cancer,
except in the context of a clinical research study.

Consider computed tomography (CT) or magnetic resonance imaging (MRI) staging before transurethral resection of bladder tumour (TURBT) if
muscle-invasive bladder cancer is suspected at cystoscopy.

Offer white-light-guided TURBT with one of photodynamic diagnosis, narrow-band imaging, cytology or a urinary biomarker test (such as
UroVysion using fluorescence in situ hybridisation [FISH], ImmunoCyt or a nuclear matrix protein 22 [NMP22] test) to people with suspected
bladder cancer. This should be carried out or supervised by a urologist experienced in TURBT.

Obtain detrusor muscle during TURBT.

Do not take random biopsies of normal-looking urothelium during TURBT unless there is a specific clinical indication (for example, investigation of
positive cytology not otherwise explained).

Record the size and number of tumours during TURBT.

Offer people with suspected bladder cancer a single dose of intravesical mitomycin C given at the same time as the first TURBT.

Staging
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Consider further TURBT within 6 weeks if the first specimen does not include detrusor muscle.

Offer CT or MRI staging to people diagnosed with muscle-invasive bladder cancer or high-risk non-muscle-invasive bladder cancer that is being
assessed for radical treatment.

Consider CT urography, carried out with other planned CT imaging if possible, to detect upper tract involvement in people with new or recurrent
high-risk non-muscle-invasive or muscle-invasive bladder cancer.

Consider CT of the thorax, carried out with other planned CT imaging if possible, to detect thoracic malignancy in people with muscle-invasive
bladder cancer.

Consider fluorodeoxyglucose positron emission tomography (FDG PET)-CT for people with muscle-invasive bladder cancer or high-risk non-
muscle-invasive bladder cancer before radical treatment if there are indeterminate findings on CT or MRI, or a high risk of metastatic disease (for
example, T3b disease).

Treating Non-Muscle-Invasive Bladder Cancer

Risk Classification in Non-Muscle-Invasive Bladder Cancer

There is no widely accepted classification of risk in non-muscle-invasive bladder cancer. To make clear recommendations for management, the
Guideline Development Group (GDG) developed the consensus classification in the table below, based on the evidence reviewed and clinical
opinion.

Risk Categories in Non-Muscle-Invasive Bladder Cancer

Low Risk Urothelial cancer with any of:

Solitary pTaG1 with a diameter of less than 3 cm
Solitary pTaG2 (low grade) with a diameter of less than 3 cm
Any papillary urothelial neoplasm of low malignant potential

Intermediate Risk Urothelial cancer that is not low risk or high risk, including:

Solitary pTaG1 with a diameter of more than 3 cm
Multifocal pTaG1
Solitary pTaG2 (low grade) with a diameter of more than 3 cm
Multifocal pTaG2 (low grade)
pTaG2 (high grade)
Any pTaG2 (grade not further specified)
Any low-risk non-muscle-invasive bladder cancer recurring within 12 months of last tumour occurrence

High Risk Urothelial cancer with any of:

pTaG3
pT1G2
pT1G3
pTis (Cis)
Aggressive variants of urothelial carcinoma, for example micropapillary or nested variants

Prognostic Markers and Risk Classification

Ensure that for people with non-muscle-invasive bladder cancer all of the following are recorded and used to guide discussions, both within
multidisciplinary team meetings and with the person, about prognosis and treatment options:

Recurrence history
Size and number of cancers
Histological type, grade, stage and presence (or absence) of flat urothelium, detrusor muscle (muscularis propria), and carcinoma in situ
The risk category of the person's cancer
Predicted risk of recurrence and progression, estimated using a risk prediction tool



Low-Risk Non-Muscle-Invasive Bladder Cancer

For the treatment of low-risk non-muscle-invasive bladder cancer, see recommendations above under "Diagnosing and Staging Bladder Cancer."

Intermediate-Risk Non-Muscle-Invasive Bladder Cancer

Offer people with newly diagnosed intermediate-risk non-muscle-invasive bladder cancer a course of at least 6 doses of intravesical mitomycin C.

If intermediate-risk non-muscle-invasive bladder cancer recurs after a course of intravesical mitomycin C, refer the person's care to a specialist
urology multidisciplinary team.

High-Risk Non-Muscle-Invasive Bladder Cancer

If the first TURBT shows high-risk non-muscle-invasive bladder cancer, offer another TURBT as soon as possible and no later than 6 weeks after
the first resection.

Offer the choice of intravesical Bacille Calmette-Guérin (BCG) or radical cystectomy to people with high-risk non-muscle-invasive bladder cancer,
and base the choice on a full discussion with the person, the clinical nurse specialist and a urologist who performs both intravesical BCG and
radical cystectomy. Include in your discussion:

The type, stage and grade of the cancer, the presence of carcinoma in situ, the presence of variant pathology, prostatic urethral or bladder
neck status and the number of tumours
Risk of progression to muscle invasion, metastases and death
Risk of understaging
Benefits of both treatments, including survival rates and the likelihood of further treatment
Risks of both treatments
Factors that affect outcomes (for example, comorbidities and life expectancy)
Impact on quality of life, body image, and sexual and urinary function

Intravesical BCG

Offer induction and maintenance intravesical BCG to people having treatment with intravesical BCG.

If induction BCG fails (because it is not tolerated, or bladder cancer persists or recurs after treatment with BCG), refer the person's care to a
specialist urology multidisciplinary team.

For people in whom induction BCG has failed, the specialist urology multidisciplinary team should assess the suitability of radical cystectomy, or
further intravesical therapy if radical cystectomy is unsuitable or declined by the person, or if the bladder cancer that recurs is intermediate- or low-
risk.

Radical Cystectomy

See recommendations below for people who have chosen radical cystectomy.

Recurrent Non-Muscle-Invasive Bladder Cancer

Consider fulguration without biopsy for people with recurrent non-muscle-invasive bladder cancer if they have all of the following:

No previous bladder cancer that was intermediate- or high-risk
A disease-free interval of at least 6 months
Solitary papillary recurrence
A tumour diameter of 3 mm or less

Managing Side Effects of Treatment

Do not offer primary prophylaxis to prevent BCG-related bladder toxicity except as part of a clinical trial.

Seek advice from a specialist urology multidisciplinary team if symptoms of bladder toxicity after BCG cannot be controlled with antispasmodics or
non-opiate analgesia and other causes have been excluded by cystoscopy.

Follow-up after Treatment for Non-Muscle-Invasive Bladder Cancer



Refer people urgently to urological services if they have haematuria or other urinary symptoms and a history of non-muscle-invasive bladder
cancer.

See recommendation above on the use of urinary biomarkers for follow-up after treatment for bladder cancer.

Low-Risk Non-Muscle-Invasive Bladder Cancer

Offer people with low-risk non-muscle-invasive bladder cancer cystoscopic follow-up 3 months and 12 months after diagnosis.

Do not use urinary biomarkers or cytology in addition to cystoscopy for follow-up after treatment for low-risk bladder cancer.

Discharge to primary care people who have had low-risk non-muscle-invasive bladder cancer and who have no recurrence of the bladder cancer
within 12 months.

Do not offer routine urinary cytology or prolonged cystoscopic follow-up after 12 months for people with low-risk non-muscle-invasive bladder
cancer.

Intermediate-Risk Non-Muscle-Invasive Bladder Cancer

Offer people with intermediate-risk non-muscle-invasive bladder cancer cystoscopic follow-up at 3, 9 and 18 months, and once a year thereafter.

Consider discharging people who have had intermediate-risk non-muscle-invasive bladder cancer to primary care after 5 years of disease-free
follow-up.

High-Risk Non-Muscle-Invasive Bladder Cancer

Offer people with high-risk non-muscle-invasive bladder cancer cystoscopic follow-up:

Every 3 months for the first 2 years then
Every 6 months for the next 2 years then
Once a year thereafter

For people who have had radical cystectomy for high-risk non-muscle-invasive bladder cancer, see recommendations below under "Follow-up
Treatment for Muscle-Invasive Bladder Cancer."

Treating Muscle-Invasive Bladder Cancer

Ensure that a specialist urology multidisciplinary team reviews all cases of muscle-invasive bladder cancer, including adenocarcinoma, squamous
cell carcinoma and neuroendocrine carcinoma, and that the review includes histopathology, imaging and discussion of treatment options.

Neoadjuvant Chemotherapy for Newly Diagnosed Muscle-Invasive Urothelial Bladder Cancer

Offer neoadjuvant chemotherapy using a cisplatin combination regimen before radical cystectomy or radical radiotherapy to people with newly
diagnosed muscle-invasive urothelial bladder cancer for whom cisplatin-based chemotherapy is suitable. Ensure that they have an opportunity to
discuss the risks and benefits with an oncologist who treats bladder cancer.

Radical Therapy for Muscle-Invasive Urothelial Bladder Cancer

Offer a choice of radical cystectomy or radiotherapy with a radiosensitiser to people with muscle-invasive urothelial bladder cancer for whom
radical therapy is suitable. Ensure that the choice is based on a full discussion between the person and a urologist who performs radical
cystectomy, a clinical oncologist and a clinical nurse specialist. Include in the discussion:

The prognosis with or without treatment
The limited evidence about whether surgery or radiotherapy with a radiosensitiser is the most effective cancer treatment
The benefits and risks of surgery and radiotherapy with a radiosensitiser, including the impact on sexual and bowel function and the risk of
death as a result of the treatment

Radical Cystectomy

Offer people who have chosen radical cystectomy a urinary stoma, or a continent urinary diversion (bladder substitution or a catheterisable
reservoir) if there are no strong contraindications to continent urinary diversion such as cognitive impairment, impaired renal function or significant
bowel disease.



Members of the specialist urology multidisciplinary team (including the bladder cancer specialist urological surgeon, stoma care nurse and clinical
nurse specialist) should discuss with the person whether to have a urinary stoma or continent urinary diversion, and provide opportunities for the
person to talk with people who have had these procedures.

Offer people with bladder cancer and, if they wish, their partners, families or carers, opportunities to have discussions with a stoma care nurse
before and after radical cystectomy as needed.

Adjuvant Chemotherapy after Radical Cystectomy for Muscle-Invasive or Lymph-Node Positive Urothelial Bladder Cancer

Consider adjuvant cisplatin combination chemotherapy after radical cystectomy for people with a diagnosis of muscle-invasive or lymph-node-
positive urothelial bladder cancer for whom neoadjuvant chemotherapy was not suitable (because muscle invasion was not shown on biopsies
before cystectomy). Ensure that the person has an opportunity to discuss the risks and benefits with an oncologist who treats bladder cancer.

Radical Radiotherapy

Use a radiosensitiser (such as mitomycin in combination with fluorouracil [5-FU]* or carbogen in combination with nicotinamide†) when giving
radical radiotherapy (for example, 64 Gy in 32 fractions over 6.5 weeks or 55 Gy in 20 fractions over 4 weeks) for muscle-invasive urothelial
bladder cancer.

*At the time of publication (February 2015), mitomycin in combination with 5-FU did not have a UK marketing authorisation for this indication. The prescriber should follow relevant
professional guidance, taking full responsibility for the decision. Informed consent should be obtained and documented. See the General Medical Council's Prescribing guidance:
prescribing unlicensed medicines  for further information.

†Although this use is common in UK clinical practice, at the time of publication (February 2015), carbogen in combination with nicotinamide did not have a UK marketing
authorisation for this indication. The prescriber should follow relevant professional guidance, taking full responsibility for the decision. Informed consent should be obtained and
documented. See the General Medical Council's Prescribing guidance: prescribing unlicensed medicines  for further information.

Managing Side Effects of Treatment

Seek advice from a specialist urology multidisciplinary team if symptoms of bladder toxicity after radiotherapy cannot be controlled with
antispasmodics or non-opiate analgesia and other causes have been excluded by cystoscopy.

Follow-up after Treatment for Muscle-Invasive Bladder Cancer

Offer follow-up after radical cystectomy or radical radiotherapy.

After radical cystectomy consider using a follow-up protocol that consists of:

Monitoring of the upper tracts for hydronephrosis, stones and cancer using imaging and glomerular filtration rate (GFR) estimation at least
annually and
Monitoring for local and distant recurrence using CT of the abdomen, pelvis and chest, carried out together with other planned CT imaging if
possible, 6, 12 and 24 months after radical cystectomy and
Monitoring for metabolic acidosis and B12 and folate deficiency at least annually and
For men with a defunctioned urethra, urethral washing for cytology and/or urethroscopy annually for 5 years to detect urethral recurrence

After radical radiotherapy consider using a follow-up protocol that includes all of the following:

Rigid cystoscopy 3 months after radiotherapy has been completed, followed by either rigid or flexible cystoscopy:
Every 3 months for the first 2 years then
Every 6 months for the next 2 years then
Every year thereafter, according to clinical judgement and the person's preference

Upper-tract imaging every year for 5 years
Monitoring for local and distant recurrence using CT of the abdomen, pelvis and chest, carried out with other planned CT imaging if
possible, 6, 12 and 24 months after radical radiotherapy has finished.

See recommendation above on the use of urinary biomarkers for follow-up after treatment for bladder cancer.

Managing Locally Advanced or Metastatic Muscle-Invasive Bladder Cancer

First-Line Chemotherapy

Discuss the role of first-line chemotherapy with people who have locally advanced or metastatic bladder cancer. Include in your discussion:

/Home/Disclaimer?id=49119&contentType=summary&redirect=http%3a%2f%2fwww.gmc-uk.org%2fguidance%2fethical_guidance%2f14327.asp
/Home/Disclaimer?id=49119&contentType=summary&redirect=http%3a%2f%2fwww.gmc-uk.org%2fguidance%2fethical_guidance%2f14327.asp


Prognosis of their cancer and
Advantages and disadvantages of the treatment options, including best supportive care

Offer a cisplatin-based chemotherapy regimen (such as cisplatin in combination with gemcitabine, or accelerated [high-dose] methotrexate,
vinblastine, doxorubicin and cisplatin [MVAC] in combination with granulocyte-colony stimulating factor [G-CSF]) to people with locally
advanced or metastatic urothelial bladder cancer who are otherwise physically fit (have an Eastern Cooperative Oncology Group [ECOG]

performance status  of 0 or 1) and have adequate renal function (typically defined as a GFR of 60 ml/min/1.73m2 or
more).

Offer carboplatin in combination with gemcitabine‡ to people with locally advanced or metastatic urothelial bladder cancer with an ECOG
performance status of 0–2 if a cisplatin-based chemotherapy regimen is unsuitable, for example, because of ECOG performance status, inadequate

renal function (typically defined as a GFR of less than 60 ml/min/1.73m2) or comorbidity. Assess and discuss the risks and benefits with the
person.

For people having first-line chemotherapy for locally advanced or metastatic bladder cancer:

Carry out regular clinical and radiological monitoring and
Actively manage symptoms of disease and treatment-related toxicity and
Stop first-line chemotherapy if there is excessive toxicity or disease progression

‡At the time of publication (February 2015), carboplatin in combination with gemcitabine did not have a UK marketing authorisation for this indication. The prescriber should follow
relevant professional guidance, taking full responsibility for the decision. Informed consent should be obtained and documented. See the General Medical Council's Prescribing
guidance: prescribing unlicensed medicines  for further information.

Second-Line Chemotherapy

Discuss second-line chemotherapy with people who have locally advanced or metastatic bladder cancer. Include in your discussion:

The prognosis of their cancer
Advantages and disadvantages of treatment options, including best supportive care

Consider second-line chemotherapy with gemcitabine in combination with cisplatin, or accelerated (high-dose) MVAC in combination with G-
CSF for people with incurable locally advanced or metastatic urothelial bladder cancer whose condition has progressed after first-line
chemotherapy if:

Their renal function is adequate (typically defined as a GFR of 60 ml/min/1.73m2 or more) and
They are otherwise physically fit (have an ECOG performance status of 0 or 1)

Consider second-line chemotherapy with carboplatin in combination with paclitaxel or gemcitabine¶ in combination with paclitaxel for people with
incurable locally advanced or metastatic urothelial bladder cancer for whom cisplatin-based chemotherapy is not suitable, or who choose not to
have it.

For recommendations on vinflunine as second-line chemotherapy for people with incurable locally advanced or metastatic urothelial bladder
cancer, see the NGC summary of the NICE guideline Vinflunine for the treatment of advanced or metastatic transitional cell carcinoma of the
urothelial tract.

For people having second-line chemotherapy for locally advanced or metastatic bladder cancer:

Carry out regular clinical and radiological monitoring and
Actively manage symptoms of disease and treatment-related toxicity and
Stop second-line chemotherapy if there is excessive toxicity or disease progression

¶Although this use is common in UK clinical practice, at the time of publication (February 2015), gemcitabine in combination with paclitaxel did not have a UK marketing
authorisation for this indication. The prescriber should follow relevant professional guidance, taking full responsibility for the decision. Informed consent should be obtained and
documented. See the General Medical Council's Prescribing guidance: prescribing unlicensed medicines  for further information.

Managing Symptoms of Locally Advanced or Metastatic Bladder Cancer

Bladder Symptoms

Offer palliative hypofractionated radiotherapy to people with symptoms of haematuria, dysuria, urinary frequency or nocturia caused by advanced
bladder cancer that is unsuitable for potentially curative treatment.
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Loin Pain and Symptoms of Renal Failure

Discuss treatment options with people who have locally advanced or metastatic bladder cancer with ureteric obstruction. Include in your
discussion:

Prognosis of their cancer and
Advantages and disadvantages of the treatment options, including best supportive care.

Consider percutaneous nephrostomy or retrograde stenting (if technically feasible) for people with locally advanced or metastatic bladder cancer
and ureteric obstruction who need treatment to relieve pain, treat acute kidney injury or improve renal function before further treatment.

If facilities for percutaneous nephrostomy or retrograde stenting are not available at the local hospital, or if these procedures are unsuccessful,
discuss the options with a specialist urology multidisciplinary team for people with bladder cancer and ureteric obstruction.

Intractable Bleeding

Evaluate the cause of intractable bleeding with the local urology team.

Consider hypofractionated radiotherapy or embolisation for people with intractable bleeding caused by incurable bladder cancer.

If a person has intractable bleeding caused by bladder cancer and radiotherapy or embolisation are not suitable treatments, discuss further
management with a specialist urology multidisciplinary team.

Pelvic Pain

Evaluate the cause of pelvic pain with the local urology team.

Consider, in addition to best supportive care, 1 or more of the following to treat pelvic pain caused by incurable bladder cancer:

Hypofractionated radiotherapy if the person has not had pelvic radiotherapy
Nerve block
Palliative chemotherapy

Specialist Palliative Care for People with Incurable Bladder Cancer

A member of the treating team should offer people with incurable bladder cancer a sensitive explanation that their disease cannot be cured and
refer them to the urology multidisciplinary team.

Tell the primary care team that the person has been given a diagnosis of incurable bladder cancer within 24 hours of telling the person.

A member of the urology multidisciplinary team should discuss the prognosis and management options with people with incurable bladder cancer.

Discuss palliative care services with people with incurable bladder cancer and, if needed and they agree, refer them to a specialist palliative care
team (for more information, see recommendation above under "Information and Support for People with Bladder Cancer" on holistic needs
assessment and NICE's guidelines on Improving supportive and palliative care for adults with cancer  and Improving
outcomes in urological cancers ).

Offer people with symptomatic incurable bladder cancer access to a urological team with the full range of options for managing symptoms.

Definitions

Strength of Recommendations

Some recommendations can be made with more certainty than others. The Guideline Development Group (GDG) makes a recommendation based
on the trade-off between the benefits and harms of an intervention, taking into account the quality of the underpinning evidence. For some
interventions, the GDG is confident that, given the information it has looked at, most patients would choose the intervention. The wording used in
the recommendations in this guideline denotes the certainty with which the recommendation is made (the strength of the recommendation).

Interventions That Must (or Must Not) Be Used

The GDG usually uses 'must' or 'must not' only if there is a legal duty to apply the recommendation. Occasionally the GDG uses 'must' (or 'must
not') if the consequences of not following the recommendation could be extremely serious or potentially life threatening.
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Interventions That Should (or Should Not) Be Used – a 'Strong' Recommendation

The GDG uses 'offer' (and similar words such as 'refer' or 'advise') when confident that, for the vast majority of patients, an intervention will do
more good than harm, and be cost effective. Similar forms of words (for example, 'Do not offer…') are used when the GDG is confident that an
intervention will not be of benefit for most patients.

Interventions That Could Be Used

The GDG uses 'consider' when confident that an intervention will do more good than harm for most patients, and be cost effective, but other
options may be similarly cost effective. The choice of intervention, and whether or not to have the intervention at all, is more likely to depend on the
patient's values and preferences than for a strong recommendation, and so the healthcare professional should spend more time considering and
discussing the options with the patient.

Clinical Algorithm(s)
The following algorithms are provided in the full version of the guideline (see the "Availability of Companion Documents" field):

Diagnosis and staging
Management of non-muscle-invasive bladder cancer
Management of muscle-invasive bladder cancer
Management of locally advanced or metastatic bladder cancer
Managing symptoms of locally advanced or metastatic bladder cancer

In addition, a National Institute for Health and Care Excellence (NICE) pathway titled "Bladder Cancer Overview" is available from the NICE
Web site .

Scope

Disease/Condition(s)
Bladder cancer

Non-muscle-invasive bladder cancer
Muscle-invasive bladder cancer
Locally advanced or metastatic bladder cancer

Guideline Category
Diagnosis

Evaluation

Management

Risk Assessment

Treatment

Clinical Specialty
Family Practice

Internal Medicine

Nursing
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Oncology

Radiation Oncology

Radiology

Surgery

Urology

Intended Users
Advanced Practice Nurses

Allied Health Personnel

Health Care Providers

Health Plans

Hospitals

Managed Care Organizations

Nurses

Patients

Pharmacists

Physician Assistants

Physicians

Guideline Objective(s)
To offer best practice advice on the care of adults with bladder cancer

Target Population
Adults (18 years and older) referred from primary care with suspected bladder cancer and those with newly diagnosed or recurrent bladder
(urothelial carcinoma, adenocarcinoma, squamous-cell carcinoma or small-cell carcinoma) or urethral cancer

Note: The guideline does not cover people aged under 18 or adults with bladder sarcoma, urothelial cancer of the upper urinary tract, or secondary bladder or urethral cancer (for
example, bowel or cervix cancer spreading into the bladder).

Interventions and Practices Considered
1. Providing information and support

Nurse specialist support
Holistic needs assessment to identify individualised package of information and support
Smoking cessation support

2. Diagnosing and staging
Urinary biomarker test (UroVysion using fluorescence in situ hybridisation [FISH], ImmunoCyt, nuclear matrix protein 22 [NMP22]
test), only as part of a clinical research study
Computed tomography (CT)
CT urography
Magnetic resonance imaging (MRI)



White-light-guided transurethral resection of bladder tumour (TURBT) with one of photodynamic diagnosis, narrow-band imaging,
cytology or a urinary biomarker test
Detrusor muscle biopsy during TURBT
Recording number and size of tumours during TURBT
Single dose of intravesical mitomycin at time of first TURBT
Fluorodeoxyglucose positron emission tomography (FDG PET)-CT

3. Treating non-muscle-invasive bladder cancer
Risk classification with treatment based on risk
Course of intravesical mitomycin C
Additional TURBT
Intravesical Bacille Calmette-Guérin (BCG)
Radical cystectomy
Specialist referral
Fulguration without biopsy for recurrent cancer
Managing side effects of treatment
Cystoscopic follow-up after treatment

4. Treating muscle-invasive bladder cancer
Review by specialist urology multidisciplinary team
Neoadjuvant chemotherapy using a cisplatin combination regimen
Radical cystectomy
Radical radiotherapy with a radiosensitiser (such as mitomycin in combination with fluorouracil [5-FU] or carbogen in combination
with nicotinamide)
Adjuvant chemotherapy after radical cystectomy
Managing side effects of treatment
Follow-up after treatment

5. Managing locally advanced or metastatic muscle-invasive bladder cancer
Cisplatin-based chemotherapy regimen (such as cisplatin in combination with gemcitabine, or accelerated [high-dose] methotrexate,
vinblastine, doxorubicin and cisplatin [MVAC] in combination with granulocyte-colony stimulating factor [G-CSF])
Carboplatin in combination with gemcitabine
Second-line chemotherapy regimens
Managing symptoms of locally advanced or metastatic bladder cancer

6. Specialist palliative care for incurable bladder cancer
Discussing the prognosis and management options
Discussing palliative care services
Access to urological team

Major Outcomes Considered
Overall survival
Disease-free survival
Disease-related morbidity and mortality
Treatment-related morbidity and mortality
Psychological well-being
Quality of life for those nearing the end of their life
Number and length of admissions to hospital after diagnosis
Number and severity of adverse events
Health-related quality of life
Cost-effectiveness

Methodology

Methods Used to Collect/Select the Evidence



Methods Used to Collect/Select the Evidence
Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence
Note from the National Guideline Clearinghouse (NGC): This guideline was developed by the National Collaborating Centre for Cancer (NCC-C)
on behalf of the National Institute for Health and Care Excellence (NICE). See the "Availability of Companion Documents" field for the full version
of this guidance.

Developing Clinical Evidence-based Questions

Method

From each of the key clinical issues identified in the scope, the Guideline Development Group (GDG) formulated a clinical question. For clinical
questions about interventions, the PICO framework was used. This structured approach divides each question into four components: P – the
population (the population under study), I – the interventions (what is being done), C – the comparison (other main treatment options), O – the
outcomes (the measures of how effective the interventions have been).

Review of Clinical Literature

Scoping Search

An initial scoping search for published guidelines, systematic reviews, economic evaluations and ongoing research was carried out on the following
databases or websites: National Health Service (NHS) Evidence, Cochrane Databases of Systematic Reviews (CDSR), Health Technology
Assessment Database (HTA), NHS Economic Evaluations Database (NHS EED), Health Economic Evaluations Database (HEED), Medline and
EMBASE.

At the beginning of the development phase, initial scoping searches were carried out to identify any relevant guidelines (local, national or
international) produced by other groups or institutions.

Developing the Review Protocol

For each clinical question, the information specialist and researcher (with input from other technical team and GDG members) prepared a review
protocol. This protocol explains how the review was to be carried out in order to develop a plan of how to review the evidence, limit the
introduction of bias and for the purposes of reproducibility. All review protocols can be found in the evidence review (see the "Availability of
Companion Documents" field).

Searching for the Evidence

In order to answer each question the National Collaborating Centre for Cancer (NCC-C) information specialist developed a search strategy to
identify relevant published evidence for both clinical and cost effectiveness. Key words and terms for the search were agreed in collaboration with
the GDG. When required, the health economist searched for supplementary papers to inform detailed health economic work.

Search filters, such as those to identify systematic reviews (SRs) and randomised controlled trials (RCTs) were applied to the search strategies
when necessary. No language restrictions were applied to the search; however, foreign language papers were not requested or reviewed (unless of
particular importance to that question).

The following databases were included in the literature search:

The Cochrane Library
Medline and Premedline 1946 onwards
Excerpta Medica (EMBASE) 1974 onwards
Web of Science (specifically Science Citation Index Expanded [SCI-EXPANDED] 1899 onwards and Social Sciences Citation Index
[SSCI] 1956 onwards)

Subject specific databases used for certain topics:

Cumulative Index to Nursing and Allied Health Literature (CINAHL) 1937 onwards
Allied & Complementary Medicine (AMED) 1985 onwards
PsycINFO 1806 onwards



From this list the information specialist sifted and removed any irrelevant material based on the title or abstract before passing to the researcher. All
the remaining articles were then stored in a Reference Manager electronic library.

Searches were updated and re-run 6 to 8 weeks before the stakeholder consultation, thereby ensuring that the latest relevant published evidence
was included in the database. Any evidence published after this date was not included. For the purposes of updating this guideline, June 2014
should be considered the starting point for searching for new evidence.

Further details of the search strategies, including the methodological filters used, are provided in the evidence review.

Critical Appraisal

Following the literature search one researcher independently scanned the titles and abstracts of every article for each question, and full publications
were obtained for any studies considered relevant or where there was insufficient information from the title and abstract to make a decision. When
papers were obtained the researcher applied inclusion/exclusion criteria to select appropriate studies, which were then critically appraised.

Prioritising Topics for Economic Analysis

After the clinical questions had been defined, and with the help of the health economist, the GDG discussed and agreed which of the clinical
questions were potential priorities for economic analysis. These economic priorities were chosen on the basis of the following criteria, in broad
accordance with the NICE guidelines manual (NICE 2012) (see the "Availability of Companion Documents" field):

The overall importance of the recommendation, which may be a function of the number of patients affected and the potential impact on costs
and health outcomes per patient
The current extent of uncertainty over cost effectiveness, and the likelihood that economic analysis will reduce this uncertainty
The feasibility of building an economic model

A review of the economic literature was conducted at scoping. Where published economic evaluation studies were identified that addressed the
economic issues for a clinical question, these are presented alongside the clinical evidence.

For systematic searches of published economic evidence, the following databases were included:

Medline
EMBASE
NHS Economic Evaluation Database (NHS EED)
Health Technology Assessment (HTA)
Health Economic Evaluations Database (HEED)

Updating the Guideline

Literature searches were repeated for all of the clinical questions at the end of the guideline development process, allowing any relevant papers
published before June 6, 2014 to be considered. Future guideline updates will consider evidence published after this cut-off date.

Number of Source Documents
See the evidence review (see the "Availability of Companion Documents" field) for detailed information on results of literature searches, number of
included and excluded studies, and evidence tables for each review question.

Methods Used to Assess the Quality and Strength of the Evidence
Weighting According to a Rating Scheme (Scheme Given)

Rating Scheme for the Strength of the Evidence
Overall Quality of Outcome Evidence in Grading of Recommendations Assessment, Development and Evaluation (GRADE)



Level Description

High Further research is very unlikely to change confidence in the estimate of effect.

Moderate Further research is likely to have an important impact on confidence in the estimate of effect and may change the estimate.

Low Further research is very likely to have an important impact on confidence in the estimate of effect and is likely to change the
estimate.

Very Low Any estimate of effect is very uncertain.

For non-interventional questions, for example the questions regarding diagnostic test accuracy, a narrative summary of the quality of the evidence
was provided. The quality of individual diagnostic accuracy studies was assessed using the Quality Assessment of Diagnostic Accuracy Studies
(QUADAS)-2 tool.

Methods Used to Analyze the Evidence
Review of Published Meta-Analyses

Systematic Review with Evidence Tables

Description of the Methods Used to Analyze the Evidence
Note from the National Guideline Clearinghouse (NGC): This guideline was developed by the National Collaborating Centre for Cancer (NCC-C)
on behalf of the National Institute for Health and Care Excellence (NICE). See the "Availability of Companion Documents" field for the full version
of this guidance.

Review of Clinical Literature

Critical Appraisal and Evidence Grading

For each question, data were extracted and recorded in evidence tables and an accompanying evidence summary prepared for the Guideline
Development Group (GDG) (see the evidence review [see the "Availability of Companion Documents" field]). All evidence was considered
carefully by the GDG for accuracy and completeness.

Grading of Recommendations Assessment, Development and Evaluation (GRADE)

For interventional questions, studies which matched the inclusion criteria were evaluated and presented using GRADE. Where possible this
included meta-analysis and synthesis of data into a GRADE 'evidence profile'. The evidence profile shows, for each outcome, an overall
assessment of both the quality of the evidence as a whole (very low, low, moderate or high) as well as an estimate of the size of effect. A narrative
summary (evidence statement) was also prepared.

Each outcome was examined for the quality elements defined in Table 2 in the full version of the guideline and subsequently graded using the quality
levels listed in the "Rating Scheme for the Strength of the Evidence" field. The reasons for downgrading or upgrading specific outcomes were
explained in footnotes.

All procedures were fully compliant with NICE methodology as detailed in the 'NICE guidelines manual' (NICE 2012 [see the "Availability of
Companion Documents" field]). In general, no formal contact was made with authors.

For non-interventional questions, for example the questions regarding diagnostic test accuracy, a narrative summary of the quality of the evidence
was provided. The quality of individual diagnostic accuracy studies was assessed using the Quality Assessment of Diagnostic Accuracy Studies
(QUADAS)-2 tool.

Incorporating Health Economics Evidence

Methods for Reviewing and Appraising Economic Evidence

The aim of reviewing and appraising the existing economic literature is to identify relevant economic evaluations that compare both costs and health
consequences of alternative interventions and that are applicable to National Health Service (NHS) practice. Thus studies that only report costs,
non-comparative studies of 'cost of illness' studies are generally excluded from the reviews.



Economic studies identified through a systematic search of the literature are appraised using a methodology checklist designed for economic
evaluations (see Appendix H in the full guideline document [see the "Availability of Companion Documents" field]). This checklist is not intended to
judge the quality of a study per se, but to determine whether an existing economic evaluation is useful to inform the decision-making of the GDG
for a specific topic within the guideline. There are two parts of the appraisal process; the first step is to assess applicability (i.e., the relevance of
the study to the specific guideline topic and the NICE reference case) (see Table 4 in the full version of the guideline). In the second step, only
those studies deemed directly or partially applicable are further assessed for limitations (i.e., the methodological quality, see Table 5 in the full
version of the guideline).

Where relevant, a summary of the main findings from the systematic search, review and appraisal of economic evidence is presented in an
economic evidence profile alongside the clinical evidence.

If high-quality published economic evidence relevant to current NHS practice was identified through the search, the existing literature was reviewed
and appraised as described above. However, it is often the case that published economic studies may not be directly relevant to the specific clinical
question as defined in the guideline or may not be comprehensive or conclusive enough to inform UK practice. In such cases, for priority topics,
consideration was given to undertaking a new economic analysis as part of this guideline.

Economic Modelling

Once the need for a new economic analysis for high priority topics had been agreed by the GDG, the health economist investigated the feasibility of
developing an economic model. In the development of the analysis, the following general principles were adhered to:

The GDG subgroup was consulted during the construction and interpretation of the analysis
The analysis was based on the best available clinical evidence from the systematic review
Assumptions were reported fully and transparently
Uncertainty was explored through sensitivity analysis
Costs were calculated from a health services perspective
Outcomes were reported in terms of quality-adjusted life years

Methods Used to Formulate the Recommendations
Expert Consensus

Informal Consensus

Description of Methods Used to Formulate the Recommendations
Note from the National Guideline Clearinghouse (NGC): This guideline was developed by the National Collaborating Centre for Cancer (NCC-C)
on behalf of the National Institute for Health and Care Excellence (NICE). See the "Availability of Companion Documents" field for the full version
of this guidance.

The Guideline Development Group (GDG)

The bladder cancer GDG was recruited in line with the 'NICE guidelines manual' (NICE 2012 [see the "Availability of Companion Documents"
field]). The first step was to appoint a Chair and a Lead Clinician. Advertisements were placed for both posts and shortlisted candidates were
interviewed in person prior to being offered the role. The NCC-C Director, GDG Chair and Lead Clinician identified a list of specialties that
needed to be represented on the GDG. Details of the adverts were sent to the main stakeholder organisations, cancer networks and patient
organisations/charities. Individual GDG members were selected for telephone interview by the NCC-C Director, GDG Chair and Lead Clinician,
based on their application forms. The guideline development process was supported by staff from the NCC-C, who undertook the clinical and
health economics literature searches, reviewed and presented the evidence to the GDG, managed the process and contributed to drafting the
guideline.

GDG Meetings

Fourteen GDG meetings were held between October 18-19, 2012 and November 10-11, 2014. During each GDG meeting (held over either 1 or
2 days) clinical questions and clinical and economic evidence were reviewed, assessed and recommendations formulated. At each meeting
patient/carer and service-user concerns were routinely discussed as part of a standing agenda item.



NCC-C project managers divided the GDG workload by allocating specific clinical questions, relevant to their area of clinical practice, to small
subgroups of the GDG in order to simplify and speed up the guideline development process. These groups considered the evidence, as reviewed
by the researcher, and synthesised it into draft recommendations before presenting it to the GDG. These recommendations were then discussed
and agreed by the GDG as a whole. Each clinical question was led by a GDG member with expert knowledge of the clinical area (usually one of
the healthcare professionals). The GDG subgroups often helped refine the clinical questions and the clinical definitions of treatments. They also
assisted the NCC-C team in drafting the section of the guideline relevant to their specific topic.

Patient/Carer Representatives

Individuals with direct experience of bladder cancer services gave an important user focus to the GDG and the guideline development process. The
GDG included two patient/carer members. They contributed as full GDG members to writing the clinical questions, helping to ensure that the
evidence addressed their views and preferences, highlighting sensitive issues and terminology relevant to the guideline and bringing service-user
research to the attention of the GDG.

Expert Advisers

During the development of the guideline the GDG identified an area where there was a requirement for expert input on a particular specialist clinical
question. An expert was identified by the NCC-C (see Appendix F in the full version of the guideline) and was invited to advise the GDG on
drafting their recommendations for that clinical question.

Needs Assessment

As part of the guideline development process the NCC-C undertook a needs assessment. This aims to describe the burden of disease and current
service provision for people with bladder cancer in England and Wales, and informed the development of the guideline.

Assessment of the effectiveness of interventions is not included in the needs assessment, and was undertaken separately by researchers in the
NCC-C as part of the guideline development process.

The information included in the needs assessment document was presented to the GDG. Most of the information was presented early in the stages
of guideline development, and other information was included to meet the evolving information needs of the GDG during the course of guideline
development.

Agreeing the Recommendations

For each clinical question the GDG were presented with a summary of the clinical evidence, and, where appropriate, economic evidence, derived
from the studies reviewed and appraised. From this information the GDG were able to derive the guideline recommendations. The link between the
evidence and the view of the GDG in making each recommendation is made explicitly in the accompanying linking evidence to recommendations
(LETR) statement.

LETR Statements

As clinical guidelines were previously formatted, there was limited scope for expressing how and why a GDG made a particular recommendation
from the evidence of clinical and cost effectiveness. To make this process more transparent to the reader, NICE has introduced an explicit, easily
understood and consistent way of expressing the reasons for making each recommendation. This is known as the 'LETR statement' and will usually
cover the following key points:

The relative value placed on the outcomes considered
The strength of evidence about benefits and harms for the intervention being considered
The costs and cost-effectiveness of an intervention
The quality of the evidence
The degree of consensus within the GDG
Other considerations – for example equalities issues

Where evidence was weak or lacking the GDG agreed the final recommendations through informal consensus.

Rating Scheme for the Strength of the Recommendations
Strength of Recommendations



Some recommendations can be made with more certainty than others. The Guideline Development Group (GDG) makes a recommendation based
on the trade-off between the benefits and harms of an intervention, taking into account the quality of the underpinning evidence. For some
interventions, the GDG is confident that, given the information it has looked at, most patients would choose the intervention. The wording used in
the recommendations in this guideline denotes the certainty with which the recommendation is made (the strength of the recommendation).

Interventions That Must (or Must Not) Be Used

The GDG usually uses 'must' or 'must not' only if there is a legal duty to apply the recommendation. Occasionally the GDG uses 'must' (or 'must
not') if the consequences of not following the recommendation could be extremely serious or potentially life threatening.

Interventions That Should (or Should Not) Be Used – a 'Strong' Recommendation

The GDG uses 'offer' (and similar words such as 'refer' or 'advise') when confident that, for the vast majority of patients, an intervention will do
more good than harm, and be cost effective. Similar forms of words (for example, 'Do not offer…') are used when the GDG is confident that an
intervention will not be of benefit for most patients.

Interventions That Could Be Used

The GDG uses 'consider' when confident that an intervention will do more good than harm for most patients, and be cost effective, but other
options may be similarly cost effective. The choice of intervention, and whether or not to have the intervention at all, is more likely to depend on the
patient's values and preferences than for a strong recommendation, and so the healthcare professional should spend more time considering and
discussing the options with the patient.

Cost Analysis
The economic evidence identified by the health economics systematic review was summarised in the respective chapters in the full version of the
guideline, following presentation of the clinical evidence (see the "Availability of Companion Documents" field).

The following cost-effectiveness evaluations are also available in the full version of the guideline:

Appendix A: The cost-effectiveness of a single instillation of chemotherapy immediately after transurethral resection of bladder tumour
Appendix B: The cost-effectiveness of reduced follow-up and/or follow-up using newer tests and techniques in comparison to the test and
protocols used in current practice in non-muscle-invasive bladder cancer patients

The results of the first cost-effectiveness evaluation suggest that the use of a single instillation of chemotherapy after a transurethral resection of
bladder tumour (TURBT), in comparison to a TURBT alone, was found to be strongly cost-effective in all risk groups. It was found to be
particularly cost effective in low and intermediate risk groups, in which the strategy was cost saving as well as more effective (dominant).
Furthermore, this result was found to be robust in alternative scenario analyses, one-way and probabilistic sensitivity analysis.

The results of the second cost analysis suggest that reducing the frequency of cystoscopic follow-up in low- and intermediate-risk patients is cost-
effective. Furthermore, the results show that the addition of cytology or fluorescence in situ hybridisation (FISH) as a safety net was not cost-
effective in these risk groups. In high-risk patients, the results of the analysis suggest that reducing cystoscopic follow-up alone is not cost-effective
in comparison to current practice. However, the addition of cytology or FISH as a safety net was found to be cost-effective with a reduced
frequency follow-up strategy with FISH found to be the most cost-effective strategy.

However, there are concerns about the lack of comparative data that investigates variations in follow-up and further research is required to fully
assess the safety, effectiveness and cost-effectiveness of the proposed follow-up strategies.

Method of Guideline Validation
External Peer Review

Internal Peer Review

Description of Method of Guideline Validation
Consultation and Validation of the Guideline



The draft of the guideline was prepared by National Collaborating Centre for Cancer (NCC-C) staff in partnership with the Guideline
Development Group (GDG) Chair and Lead Clinician. This was then discussed and agreed with the GDG and subsequently forwarded to the
National Institute for Health and Care Excellence (NICE) for consultation with stakeholders.

Registered stakeholders had one opportunity to comment on the draft guideline which was posted on the NICE website between September 3,
2014 and October 15, 2014 in line with NICE methodology.

The Pre-publication Process

An embargoed pre-publication version of the guideline was released to registered stakeholders to allow them to see how their comments have
contributed to the development of the guideline and to give them time to prepare for publication.

The final document was then submitted to NICE for publication on their website. The other versions of the guideline were also discussed and
approved by the GDG and published at the same time.

Evidence Supporting the Recommendations

Type of Evidence Supporting the Recommendations
The type of evidence supporting the recommendations is not specifically stated.

Benefits/Harms of Implementing the Guideline Recommendations

Potential Benefits
Improved diagnosis and staging, leading to fewer recurrences
Effective management of bladder cancer

See also the "Trade-off between clinical benefits and harms" sections in the full version of the guideline (see the "Availability of Companion
Documents" field) for benefits of specific interventions.

Potential Harms
Complications of intrusive procedures, including urinary retention, urinary infection, pain, bleeding or need for a catheter
Potential harms from biopsies (some due to false-positive findings) leading to increased risk of complications and patient anxiety. There may
also be extra catheterisation from an increase in patients undergoing photodynamic diagnosis (PDD).
Surgery has associated risks and morbidity. The Guideline Development Group (GDG) expressed concern about ensuring the safety of
resection in certain patient populations, such as patients with thin bladder walls.
Potential harm from increased radiation exposure in a small number of patients having additional positron emission tomography (PET)
imaging. The GDG also considered that there may be a possible increase in imaging in a small number of patients who do not have high-risk
disease.
Upper tract imaging is associated with relative radiation and contrast-related toxicities. There is the potential harm of missing upper tract
tumours in low-risk disease.
Radiation from imaging and potential for over-investigation of false-positive imaging results. False-positives may potentially delay radical
treatment.
Side-effects of intravesical treatment, particularly those associated with maintenance Bacille Calmette-Guérin (BCG). Side effects, such as
urinary frequency, urgency, bladder pain or bleeding can significantly worsen quality of life. The standard maintenance course of BCG is
often not completed because of these side effects. The degree of the side effects following either treatment is occasionally so profound that
cystectomy may be considered to alleviate them.
Potential for an increase in cystectomies with the possible risk of over-treatment for some patients. Also, the discussion about treatment
options could result in an overload of information for some patients, especially those who would prefer to delegate decision making.
Adverse effects and toxicity of chemotherapy and radiotherapy



Risks of surgery and radiotherapy with a radiosensitiser, including the impact on sexual and bowel function and the risk of death as a result
of the treatment

See also the "Trade-off between clinical benefits and harms" sections in the full version of the guideline (see the "Availability of Companion
Documents" field) for additional discussion of harms specific interventions.

Contraindications

Contraindications
Contraindications to continent urinary diversion include cognitive impairment, impaired renal function or significant bowel disease.

Qualifying Statements

Qualifying Statements
This guidance represents the view of the National Institute for Health and Care Excellence (NICE), which was arrived at after careful
consideration of the evidence available. Healthcare professionals are expected to take it fully into account when exercising their clinical
judgement. However, the guidance does not override the individual responsibility of healthcare professionals to make decisions appropriate
to the circumstances of the individual patient, in consultation with the patient and/or guardian or carer, and informed by the summaries of
product characteristics of any drugs.
Implementation of this guidance is the responsibility of local commissioners and/or providers. Commissioners and providers are reminded
that it is their responsibility to implement the guidance, in their local context, in light of their duties to have due regard to the need to eliminate
unlawful discrimination, advance equality of opportunity and foster good relations. Nothing in this guidance should be interpreted in a way
that would be inconsistent with compliance with those duties.
The guideline assumes that prescribers will use a medicine's summary of product characteristics to inform decisions made with individual
patients.
This guideline recommends some medicines for indications for which they do not have a UK marketing authorisation at the date of
publication, if there is good evidence to support that use. The prescriber should follow relevant professional guidance, taking full
responsibility for the decision. The patient (or those with authority to give consent on their behalf) should provide informed consent, which
should be documented. See the General Medical Council's Good practice in prescribing and managing medicines and devices 

 for further information. Where recommendations have been made for the use of medicines outside their licensed
indications ('off-label use'), these medicines are marked with a footnote in the recommendations.
Treatment and care should take into account individual needs and preferences. Patients should have the opportunity to make informed
decisions about their care and treatment, in partnership with their healthcare professionals. If the patient is under 16, their family or carers
should also be given information and support to help the child or young person to make decisions about their treatment. Healthcare
professionals should follow the Department of Health's advice on consent . If someone does not have capacity to
make decisions, healthcare professionals should follow the code of practice that accompanies the Mental Capacity Act 

 and the supplementary code of practice on deprivation of liberty safeguards .
NICE has produced guidance on the components of good patient experience in adult National Health Service (NHS) services. All
healthcare professionals should follow the recommendations in Patient experience in adult NHS services .

Implementation of the Guideline

Description of Implementation Strategy
Implementation tools and resources to help you put the guideline into practice are also available .

Key Priorities for Implementation

/Home/Disclaimer?id=49119&contentType=summary&redirect=http%3a%2f%2fwww.gmc-uk.org%2fstatic%2fdocuments%2fcontent%2fPrescribing_guidance.pdf
/Home/Disclaimer?id=49119&contentType=summary&redirect=https%3a%2f%2fwww.gov.uk%2fgovernment%2fpublications%2freference-guide-to-consent-for-examination-or-treatment-second-edition
/Home/Disclaimer?id=49119&contentType=summary&redirect=https%3a%2f%2fwww.gov.uk%2fgovernment%2fcollections%2fmental-capacity-act-making-decisions
/Home/Disclaimer?id=49119&contentType=summary&redirect=http%3a%2f%2fwebarchive.nationalarchives.gov.uk%2f20130107105354%2fhttp%3a%2fwww.dh.gov.uk%2fen%2fPublicationsandstatistics%2fPublications%2fPublicationsPolicyAndGuidance%2fDH_085476
/Home/Disclaimer?id=49119&contentType=summary&redirect=http%3a%2f%2fwww.nice.org.uk%2fguidance%2fcg138
/Home/Disclaimer?id=49119&contentType=summary&redirect=http%3a%2f%2fwww.nice.org.uk%2fguidance%2fng2%2fresources


The following recommendations have been identified as priorities for implementation.

Information and Support for People with Bladder Cancer

Use a holistic needs assessment to identify an individualised package of information and support for people with bladder cancer and, if they wish,
their partners, families or carers, at key points in their care such as:

When they are first diagnosed
After they have had their first treatment
If their bladder cancer recurs or progresses
If their treatment is changed
If palliative or end of life care is being discussed

Diagnosing and Staging Bladder Cancer

Diagnosis

Consider computed tomography (CT) or magnetic resonance imaging (MRI) staging before transurethral resection of bladder tumour (TURBT) if
muscle-invasive bladder cancer is suspected at cystoscopy.

Offer white-light-guided TURBT with one of photodynamic diagnosis, narrow-band imaging, cytology or a urinary biomarker test (such as
UroVysion using fluorescence in situ hybridisation [FISH], ImmunoCyt or a nuclear matrix protein 22 [NMP22] test) to people with suspected
bladder cancer. This should be carried out or supervised by a urologist experienced in TURBT.

Offer people with suspected bladder cancer a single dose of intravesical mitomycin C given at the same time as the first TURBT.

Treating Non-Muscle-Invasive Bladder Cancer

Prognostic Markers and Risk Classification

Ensure that for people with non-muscle-invasive bladder cancer all of the following are recorded and used to guide discussions, both within
multidisciplinary team meetings and with the person, about prognosis and treatment options:

Recurrence history
Size and number of cancers
Histological type, grade, stage and presence (or absence) of flat urothelium, detrusor muscle (muscularis propria), and carcinoma in situ
The risk category of the person's cancer
Predicted risk of recurrence and progression, estimated using a risk prediction tool

High-Risk Non-Muscle-Invasive Bladder Cancer

Offer the choice of intravesical Bacille Calmette-Guérin (BCG) or radical cystectomy to people with high-risk non-muscle-invasive bladder cancer,
and base the choice on a full discussion with the person, the clinical nurse specialist and a urologist who performs both intravesical BCG and
radical cystectomy. Include in your discussion:

The type, stage and grade of the cancer, the presence of carcinoma in situ, the presence of variant pathology, prostatic urethral or bladder
neck status and the number of tumours
Risk of progression to muscle invasion, metastases and death
Risk of understaging
Benefits of both treatments, including survival rates and the likelihood of further treatment
Risks of both treatments
Factors that affect outcomes (for example, comorbidities and life expectancy)
Impact on quality of life, body image, and sexual and urinary function

Follow-up after Treatment for Non-Muscle-Invasive Bladder Cancer

Low-Risk Non-Muscle-Invasive Bladder Cancer

Discharge to primary care people who have had low-risk non-muscle-invasive bladder cancer and who have no recurrence of the bladder cancer
within 12 months.



Intermediate-Risk Non-Muscle-Invasive Bladder Cancer

Offer people with intermediate-risk non-muscle-invasive bladder cancer cystoscopic follow-up at 3, 9 and 18 months, and once a year thereafter.

Treating Muscle-Invasive Bladder Cancer

Neoadjuvant Chemotherapy for Newly Diagnosed Muscle-Invasive Urothelial Bladder Cancer

Offer neoadjuvant chemotherapy using a cisplatin combination regimen before radical cystectomy or radical radiotherapy to people with newly
diagnosed muscle-invasive urothelial bladder cancer for whom cisplatin-based chemotherapy is suitable. Ensure that they have an opportunity to
discuss the risks and benefits with an oncologist who treats bladder cancer.

Radical Therapy for Muscle-Invasive Urothelial Bladder Cancer

Offer a choice of radical cystectomy or radiotherapy with a radiosensitiser to people with muscle-invasive urothelial bladder cancer for whom
radical therapy is suitable. Ensure that the choice is based on a full discussion between the person and a urologist who performs radical
cystectomy, a clinical oncologist and a clinical nurse specialist. Include in the discussion:

The prognosis with or without treatment
The limited evidence about whether surgery or radiotherapy with a radiosensitiser is the most effective cancer treatment
The benefits and risks of surgery and radiotherapy with a radiosensitiser, including the impact on sexual and bowel function and the risk of
death as a result of the treatment

Implementation Tools
Audit Criteria/Indicators

Clinical Algorithm

Foreign Language Translations

Mobile Device Resources

Patient Resources

Resources

Institute of Medicine (IOM) National Healthcare Quality Report
Categories

IOM Care Need
End of Life Care

Getting Better

Living with Illness

IOM Domain
Effectiveness

Patient-centeredness

For information about availability, see the Availability of Companion Documents and Patient Resources fields below.
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summaries of their clinical guidelines with the intention of disseminating and facilitating the implementation of that guidance. NICE has not yet
verified this content to confirm that it accurately reflects that original NICE guidance and therefore no guarantees are given by NICE in this regard.
All NICE clinical guidelines are prepared in relation to the National Health Service in England and Wales. NICE has not been involved in the
development or adaptation of NICE guidance for use in any other country. The full versions of all NICE guidance can be found at
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Copyright Statement
This NGC summary is based on the original guideline, which is subject to the guideline developer's copyright restrictions.
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NGC Disclaimer
The National Guideline Clearinghouseâ„¢ (NGC) does not develop, produce, approve, or endorse the guidelines represented on this site.

All guidelines summarized by NGC and hosted on our site are produced under the auspices of medical specialty societies, relevant professional
associations, public or private organizations, other government agencies, health care organizations or plans, and similar entities.

Guidelines represented on the NGC Web site are submitted by guideline developers, and are screened solely to determine that they meet the NGC
Inclusion Criteria.

NGC, AHRQ, and its contractor ECRI Institute make no warranties concerning the content or clinical efficacy or effectiveness of the clinical
practice guidelines and related materials represented on this site. Moreover, the views and opinions of developers or authors of guidelines
represented on this site do not necessarily state or reflect those of NGC, AHRQ, or its contractor ECRI Institute, and inclusion or hosting of
guidelines in NGC may not be used for advertising or commercial endorsement purposes.

Readers with questions regarding guideline content are directed to contact the guideline developer.
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